Background {#Sec1}
==========

With an aging population and increase in chronic health problems among older people \[[@CR1]\], stakeholders have shifted their focus to transitional care \[[@CR2]\]. Transitional care is a broad term for care interventions that promote the safe and timely transfer of patients between levels of care and across settings, such as from hospital to home or other care settings in the community \[[@CR3], [@CR4]\]. Improving the quality of transitional care for older people is a high priority in many countries, including Norway and ultimately aims at reducing costly hospital readmissions and achieving an overreaching political goal of older people living in their own homes for as long as possible \[[@CR5]\]. Increased pressure to discharge people from hospitals quickly has raised concerns that older patients are being prematurely discharged and will subsequently be readmitted \[[@CR6]\]. The transition between levels of the health care system and the period subsequent to hospital discharge is especially vulnerable and stressful for older, chronically ill patients \[[@CR7]\].

One important aspect of improving the transitional care experience is to make transitional care more patient-centered. Previous research on patient involvement in transitional care has revealed that older patients experience a lack of participation during transitions \[[@CR8]--[@CR11]\]. Transitional care is also characterized by the challenges of coordinating care across organizational and disciplinary boundaries, managing conflicting goals of care, which may be stressful for health care providers (HCPs) \[[@CR12]--[@CR14]\]. Dyrstad et al. \[[@CR8]\] found that the focus on efficiency and time constraints affected patient involvement negatively, and practices were often task-oriented instead of patient-oriented. HCPs perceived older chronically ill patients as being too frail to be involved, but they were also uncomfortable with involving older patients because of the fear of unrealistic goals \[[@CR8], [@CR15]\].

In the current study, we followed the work of HCPs who took part in a Norwegian national quality improvement initiative that was based on collaborative quality improvement. Establishment of a quality improvement collaborative (QIC) is a strategy for quality improvement involving multidisciplinary teams from various health care settings coming together over several months to improve their provision of care \[[@CR16]\]. Making transitional care more holistic and patient-centered was a central goal for this particular QIC, and the question "What matters to you?" (WMTY) was the chosen way of approaching patient-centeredness. This prompted us to explore more in-depth the HCPs' perceptions and experiences regarding the WMTY question.

The origin of "What matters to you?" {#Sec2}
------------------------------------

In an article in the *New England Journal of Medicine* in 2012, Barry and Edgeman-Levitan introduced the concept of asking "What matters to you?" in addition to "What is the matter with you?" as a way of implementing patient-centered care and shared decision making \[[@CR17]\]. Since then, the Institute for Healthcare Improvement (IHI) \[[@CR18]\] has been largely responsible for spreading the question as a slogan and symbol for patient-centered care. WMTY has been spread to several countries across the world and is characterized as a global movement. In Norway, the WMTY question has become part of a political rhetoric to improve quality in health care. Along with slogans such as, "no decision about me, without me" and creating "the patient's health care system," WMTY is used to promote patient-centered care \[[@CR19], [@CR20]\]. According to the IHI \[[@CR18]\], WMTY is about compassion, seeing the person behind the patient, and realizing in a more profound way what matters to patients both on a system level and individual one. Furthermore, WMTY is presented as a tool for personal goal setting, the ideal being that all patients should have the opportunity to set and strive for personal and clinical goals. It is central that the patients' personal goals should guide clinical decision making \[[@CR18]\]. Basing practice on WMTY also has the potential to improve joy at work \[[@CR21]--[@CR23]\]. However, despite the growing use and popularity of the WMTY question, little research has been done on HCPs perceptions and experiences regarding its use in everyday health care practice. Most of what has been published about asking WMTY is in the form of policy and opinions.

Conceptual framework {#Sec3}
--------------------

WMTY is based on the concepts of person-centered and patient-centered care (PCC)[1](#Fn1){ref-type="fn"} These are multifaceted concepts that several concept analyses have set out to define \[[@CR24]\]. The commonalities of these concepts are that they constitute new models of care that can be conceptualized as responses to a biomedical paternalistic health care model in which the patient has a passive, dependent role and the HCP is the decision-making expert. A central belief is that patients gain more power over their own lives and decisions of care through increased involvement \[[@CR24], [@CR25]\].

Goal orientation is generally recognized as a central feature of health care and PCC, and patient-centered goal setting should be aimed at multiple dimensions of an older person's life \[[@CR25]--[@CR27]\]. Goals are here understood as a desired future state of affairs towards which effort and resources are directed \[[@CR28]\]. In transitional care for the older chronically ill, fragmentation and conflicting care goals represent a core challenge \[[@CR14], [@CR29]\]. Both in case of conflicting goals or complementary goals that compete for resources, a competent prioritization of goals is called for \[[@CR28], [@CR30], [@CR31]\]. In health care, this is often done by creating a goal hierarchy, where the highest level goal is broken down into subgoals and tasks \[[@CR28], [@CR30], [@CR31]\].

A recent concept analysis revealed many shared attributes of PCC, but there is a distinction between the concepts when it comes to the overreaching goal. The shared attributes of the two concepts are empathy, respect, engagement, relationship, communication, shared decision making, holistic focus, individualized focus, and coordinated care. However, the goal of person-centered care is a meaningful life, while the goal of patient-centered care is a functional life \[[@CR24]\]. In the context of quality improvement, patient-centeredness is one of six essential features of quality in health care and is defined as "care that is respectful of and responsive to individual patient preferences, needs, and values and \[ensures\] that patient values guide all clinical decisions" \[[@CR32]\]. In patient-centered care, the focus is to include a more holistic view of the patient and their wider social and cultural background. Person-centered care is grounded in the concept of personhood and focuses more on how people are recognized as unique individuals rather than patients, thus going beyond the patient role \[[@CR25]\]. This places health care into the larger frame of the person and their "life project" \[[@CR33]\]. However, regardless of these differences, both person-and patient-centered care are complex interventions, and their implementation into practice has proven to be difficult \[[@CR26], [@CR34]\]. Previous research shows that PCC may be adopted by practitioners on a principal level, but they do not necessarily become embedded in everyday clinical practice \[[@CR34], [@CR35]\].

PCC practices should be understood based on the complex interplay between many factors at the individual and system level \[[@CR36], [@CR37]\]. In line with this understanding, previous research has shown that the barriers for PCC implementation involve factors both at the individual, organizational, and political levels \[[@CR10], [@CR26], [@CR34]\]. Different components of PCC may be differently constructed and valued by different stakeholders and for different reasons. At the individual level, previous research has identified provider--patient communication and professional competence as key to achieving PCC \[[@CR38], [@CR39]\]. Mik-Meyer \[[@CR37]\] emphasized that an increased focus on personalization in healthcare policy and practice can create new challenges for HCPs and patients, who must take on new roles and responsibilities \[[@CR37]\]. According to Epstein and Hundert \[[@CR40]\], professional competence is "the habitual and judicious use of communication, knowledge, technical skills, clinical reasoning, emotions, values and reflection in daily practice for the benefit of the individual and the community being served" (p.226). Professional competence can be divided into relational competence and action competence \[[@CR41], [@CR42]\]. Relational competence in PCC models focus on the ability to listen, have empathy, be reflective, and know the self \[[@CR24], [@CR38]\]. Here, action competence is generally understood as instrumental skills and knowledge and is related to practical tasks and standardized procedures that providers perform as part of their work with patients \[[@CR43], [@CR44]\]. These two competences are knit together and complementary in encounters between providers and patients. Consistent with this, Berntsen et al. \[[@CR14]\] maintain that, in a patient-centered goal setting process, HCPs need the competence to elicit goals sensitively and to be able to translate personal goals into realistic and manageable professional goals. Dilemmas and tensions in practice often occur pertaining to having to fulfill professional tasks while maintaining the relationship and respecting the patient's needs, preferences and goals \[[@CR14], [@CR41], [@CR43], [@CR45]\]. At the system level, organizational factors play an important role. Factors such as a lack of resources and conflicting organizational goals are viewed as barriers, while organizations that incorporate a general person-centered culture are viewed as facilitating \[[@CR26], [@CR34], [@CR38]\]. This is perhaps particularly salient for transitional care, which operates at the intersection of several different organizational cultures. Berntsen et al. \[[@CR14]\] propose that putting the patients' goal at the top of the prioritization list can solve the many tensions pertaining to conflicting goals in healthcare. Hence, asking WMTY represents a promising solution for the prioritization of professional goals and may serve as a guiding principle \[[@CR14]\] and a "bridge" between the different professionals and settings in transitional care for older people.

Based on these conceptual underpinnings, the aim of the current article is to explore HCPs' perceptions and experiences of the use of WMTY. We believe that greater insight into these features will benefit all stakeholders in the field of user involvement and PCC, especially those interested in transitional care for older chronically ill persons.

Method {#Sec4}
======

The current study is a qualitative study comprising observations of 22 QIC meetings and individual semi-structured interviews with 20 HCPs and three key informants. It was part of a larger study aimed at exploring the development of good patient pathways for older chronically ill people. A social constructivist approach informed the study \[[@CR46]\].

Context {#Sec5}
-------

The study took place in a large municipality in Norway. The QIC was assembled as part of a larger national quality improvement initiative in Norway, and it followed a model of collaborative learning known as *The Breakthrough Series,* developed by the IHI \[[@CR16], [@CR47]\]. The current QIC met over a period of 18 months and brought together multidisciplinary teams from one hospital and multiple primary care settings (institutional care and home care). The approximately 90 participants of the QIC met at four 2-day gatherings, called learning sessions, which were three, six, and nine months apart. In between the four learning sessions, the participants worked in their local teams to implement the improvement measures discussed at learning sessions. Team leader meetings were held regularly. During the learning sessions, the PCC aspect of transitional care was introduced to the participants through the symbolic question of WMTY, which, in Norwegian, translates to "What is important to you?" The participants were also introduced to a tool called the "WMTY questionnaire," which is based on the Patient Specific Functional Scale, a standardized questionnaire used for personal goal setting \[[@CR48]\]. This was presented as a tool to facilitate and measure the use of WMTY in practice. It should be mentioned, that the QIC was not the only promoter of the WMTY question to the participants, as this was a general trend consistent with current healthcare quality discourse in Norway.

Recruitment {#Sec6}
-----------

The inclusion criteria for taking part in the present study were to be a HCP, involved in the activities of the relevant QIC, and thus involved in transitional care for older, chronically ill persons. The QIC administrators gave permission and access to the field. Prior to the first learning session, an email containing project information and written consent forms was sent to the QIC participants. At the learning sessions, consent forms were collected, and the participants were informed orally in plenum about the research project. The QIC administrators assisted in gaining access to observe at the local team meetings after the participants had given their initial consent for observation, and the researcher worked to retain this access through the research period. For the individual interviews, a purposively collected sample was chosen \[[@CR49]\]. We wanted to interview as many improvement team leaders as possible, believing that they would be particularly informed regarding the topics of interest. We also aimed to reach participants from a variety of professional backgrounds and settings to reflect the QIC and the transitional care context. Recruitment continued throughout the collaborative period, as new participants joined the improvement teams. We believed we had enough information power \[[@CR50]\] at 17 HCP interviews, but to be sure, we conducted another three interviews.

Data collection {#Sec7}
---------------

Data were collected over the course of the QIC period of 18 months from 2017 to 2019. The first author conducted all the semi-structured interviews and observations. A thematic interview guide was used (see Additional file 1). An open approach was chosen to give room for the participants to talk about what they were working on in their respective improvement teams. Whilst remaining within the core themes, the interview questions were adapted along the course of the QIC's work according to their progression. For example, initial questions about patient involvement changed into concrete questions about WMTY as it became clear that patient involvement was approached through this question. The researcher inquired about the participants' general views on asking WMTY and their experiences of using the question in practice. The WMTY questionnaire was shown during most of the interviews as a reminder of what had been discussed during the QIC meetings. All interviews were audio recorded and transcribed verbatim. The interviews were conducted in the participants' respective workplaces. They lasted from one to one and a half hours.

The researcher observed at six local improvement team meetings, 13 team leader meetings and three administrators meetings. She also attended the four learning sessions to understand the context of the QIC. Apart from learning sessions, which took place in conference venues, the QIC meetings were held in the respective workplace environments and in the administrators' localities. Meetings could last from one to 7 hours, depending on the type of meeting and topics discussed. During observations, the researcher sat together with the participants, she engaged in small talk, but did not partake in the participants' discussions. Features of the setting, actions performed, and the tools used were written down. The researcher also wrote down what was being said when of interest to the topic of WMTY, patient-centeredness, user involvement, and care pathway development. Sometimes, statements were captured near verbatim, and some of these statements were used as quotes in the results section. After the observation, the researcher wrote down memos concerning contextual factors and reflections regarding the observations. The participants knew the professional background of the researcher. Because the researcher met with the participants frequently over a period, a relationship was built with several of the participants.

Participants {#Sec8}
------------

The 20 HCPs who participated in the individual interviews had a mean age of 43.9 years with a range of 29--59 years. There were four men and 16 women. Most of the participants (*n* = 12) were nurses who held different positions: five worked with professional development or coordination in addition to working front-line with patients, four worked only front-line with patients, and three held full manager positions. Five of the participants were physiotherapists, one was an occupational therapist, one was a doctor, and one was an assistant nurse. All of these worked front-line. Thirteen of the participants worked in the home care sector, five worked in short-term institutional care (intermediate, rehabilitative and acute care), and two worked in a hospital. The participants had worked in their current positions between 6 months and 17 years with a mean time of 5.1 years. The mean number of years of education after high school was 5.1 years with a range of 3--10 years. Seven of the participants were leaders of their local improvement team in the QIC. All the interviewed participants were chosen by their respective superiors to take part in the QIC activities. One of the nurses was not a member of a particular improvement team, but took part in one of the team's improvement efforts related to WMTY. In addition to HCP interviews, three key informants who were leaders or administrators in the QIC were interviewed to gain understanding of contextual factors. We wanted to understand the underlying ideas and perceptions which formed the basis of the QIC such as the WMTY question. We also enquired about the purpose and content of learning sessions and meetings. The same thematic guide was used, but the questions were formulated to suit the participants' position in the QIC.

Team leaders and participants from the local improvement teams and persons with expertise in relevant areas such as electronic health record systems attended the QIC meetings. At the improvement team leader meetings 10--15 participants were usually present, at the local improvement team meetings 3--10 participants were usually present. At the three administrators meetings, 5--10 participants were present.

Data analysis {#Sec9}
-------------

The first author transcribed 20 of the interviews; an assistant transcribed three interviews. The data were structured using NVivo Pro 12 software (NVivo qualitative data analysis software Melbourne, Australia: QSR International Pty Ltd., 2018) and analyzed using thematic analysis as described by Braun and Clarke \[[@CR51], [@CR52]\]. Memos covering analytical reflections were written during the process. An analytic matrix with the extracts from the interviews concerning PCC and WMTY was made in a table. Based on a preunderstanding of the implementation of PCC as a difficult and complex endeavor and a certain skepticism toward the WMTY question, we asked the following analytical questions: What tensions and/or dilemmas become apparent when HCPs talk about their perceptions and experiences regarding the WMTY question? This included looking at how the HCPs talked about using the question in practice, what concerns they had about it, and how they understood the purpose of WMTY. Inspired by previous research, we also asked what new roles the WMTY question could imply for HCPs, and how they perceived their responsibility in relation to the question. Finally, we asked how contextual factors might have influenced the HCPs' perceptions and experiences regarding WMTY.

One analytical challenge, especially regarding contextualizing the findings, was that the participants from the QIC came from diverse health care settings, which would arguably create different conditions for PCC at the micro level. When analyzing the data, however, there were no definite patterns pointing to certain settings being different from others concerning the WMTY question. Hence, we chose to analyze the data based on commonalities across settings rather than local variations.

Preliminary coding and themes concerning WMTY, user involvement, and PCC were developed from the data without a particular theoretical framework in mind. However, the final themes were influenced by recent concept analyses of PCC and the view that PCC is a complex phenomenon operating at both the system- and individual level. The concepts of professional competence and patient-centered goal setting came to mind toward the end of the analysis because it provided useful insight into the tension between the two approaches to WMTY. Our use of concepts in the discussion resembles that of theoretical bricolage \[[@CR53]\] because a diverse range of concepts and viewpoints from previous research on PCC were used to highlight the primarily inductively developed themes.

The first author performed the initial analysis, and the other authors commented critically to challenge and elaborate on the analysis. Regarding the researchers' positions, it should be noted that all authors have a background as both professionals and researchers in the fields of physiotherapy, nursing, dietetics and social anthropology respectively. This allowed for a breadth in perspectives. Our backgrounds within health care means that we may see health issues in a specific way and take certain issues for granted, some of which it is easier to become aware of than others. However, this could also mean that we were well positioned to do this study in the sense that we had appropriate background knowledge of the field \[[@CR54]\].

Results {#Sec10}
=======

An important context to the results was the collaborative quality improvement. Despite some initial skepticism, the QIC became a well-appreciated arena for the sharing of experiences and reflections on how to improve care. The participants experienced that the QIC targeted issues that were central to their everyday practice and meeting others with similar work experience and challenges was stimulating. However, the participants experienced various degrees of support to carry on the work and implement improvement measures in their own workplace.

In the following, the results are presented as three interrelated themes. In different ways, the themes shed light on how the participants understood and used the WMTY question in the quest to make transitional care for older people more patient-centered.

WMTY is a complex process that needs to be framed competently {#Sec11}
-------------------------------------------------------------

Overall, the participants understood WMTY as not "just a question" and more as a complex process that required competence to be used in practice. At meetings, it became clear that the participants perceived the problem of implementing WMTY into practice as mainly a problem of HCPs' lack of competence. The ability to understand how, when, and where to use WMTY "correctly" was seen as important.

There was a shared perception among the participants that WMTY was a difficult and sometimes even unpleasant question to ask. The participants attached several descriptions to WMTY, such as "too big," "dangerous," and "soaring." During an interview, one participant said the following:"*It is a very huge question. Maybe your life has changed tremendously. Maybe you have gotten a cancer diagnosis, then you come home, and we wonder, "What matters to you now?"*"The negative perceptions seemed to revolve around the openness of the WMTY question. Subsequently, the participants focused on framing and contextualizing the question to facilitate implementation into practice. Each improvement team tried to apply WMTY in different ways and to systematize the use of the question. Many expressed that this process was chaotic, despite valuable peer support from the QIC. It became apparent that the participants used WMTY both in a literal sense and as a symbol for a new approach to patients. During learning sessions in the QIC, both these ways of perceiving the question were emphasized, and this seemed to create uncertainty regarding how to apply the question into practice. One example of how the question was applied in a more literal sense was the decision to include the WMTY question as standard text in the hospital's electronic discharge report. This would enable the goals of the patient to be handed over from one setting to the other. Other teams discussed how they could incorporate the question into multidisciplinary meetings by adding a column on the patient-board designated as WMTY, placing it alongside the columns for other vital parameters such as fall risk assessment or vital sign measurements. However, WMTY could also be interpreted too literally, for example, when the question was asked as the first question on arrival to the hospital. Participants gave examples of situations in which it was found challenging, or even inappropriate, to ask the question straight out. When WMTY was problematized during the QIC meetings, it was emphasized that the question was not meant to be literal but rather an expression of a new approach. One participant said the following:"*The workers in the home care services problematize the question and say that it is far too big. One has to try to make the question less dangerous; how shall we plan ahead? What matters to you? What do you want in the future? So, I think it needs to be rendered less dangerous. And if your focus is on user involvement, then it really is just a part of a conversation and a larger approach.*"Another participant expressed a more open and literal understanding of the question:"*Many think that they ask the "What matters to you?" question, but they maybe really do not ask the question. It is a difficult question to ask. So, one might express oneself in a way that the patient might interpret it as if "Do I want to go home, or do I want to go to intermediate care?" In a way, we must dare to ask it just as it is, "What matters to you?"*"Furthermore, the participants discussed the risk of building "castles in the air" with WMTY. There was a perception that if WMTY was not framed according to their context, the patient could get the impression that anything was possible. One participant thought it was difficult for the patients to be asked what matters if their needs could not be fulfilled. During an interview, another participant said the following:"*Now I am speaking for myself, I am afraid to ask for example, "What matters to you?" Yes, what will come out of it? Because it is pretty comprehensive. I have to direct it toward something then. I can ask, "What matters to you?" and think "In relation to what?" In relation to health? In relation to living at home? In relation to what? So, for example, yesterday I thought, "How should I ask that question to someone then? If I do not know myself what I can promise?" If you understand me? If I am to ask someone "What matters to you?" then in a way I have to direct it toward them living longer at home ...*"This illustrates a central finding. The participants' discomfort when asking WMTY also seemed to be grounded in an uncertainty about their responsibility to fulfill the needs and preferences of patients within limited resources. Asking WMTY seemed to create insecurity and a need for clarification about what was their responsibility as HCPs and what was their mandate in a more political sense. This was illustrated by the following quote:"*What is it really that the municipality wants us to be occupied with? Should we be giving necessary health services such as nutrition and personal hygiene and all that, or is the goal to find what matters to you? Because then, where is the borderline here? What is it really we should be doing? What is the responsibility of this municipality? Are we supposed to go shopping with Peter because that is what he wants?*"The participants' response to this uncertainty was to frame WMTY to make it fit within the limits of what they believed they could offer.

The need to frame WMTY also seemed to be grounded in the experience that older patients had a hard time with and needed guidance in answering WMTY. There was a general perception and experience that the patients found it difficult to relate to the question and that framing the question by either changing it or adding to it gave more meaning. In particular, the timing of the question became a salient issue. These perceptions of asking WMTY appeared to be influenced by the transitional care context, one characterized by relatively short-term encounters with older patients during demanding situations, such as admittance to hospital and after discharge to the home.

Hence, the HCPs had to understand how to interpret and frame the WMTY question depending on the circumstances. In some situations, WMTY could be used successfully as it is, but in other situations, WMTY was more suggestive of a new attitude and way of communicating and working with the patients. Thus, WMTY seemed to become a way to talk about the principles of patient-centeredness. What the participants referred to as "contextualizing" the WMTY question could be interpreted as the participants trying to take some control over a complex new way of working, which they perceived as challenging both for themselves and for older patients.

Two different approaches emerged when the participants talked about asking WMTY, which involved two different roles that seemed to originate from two different understandings of the purpose of asking WMTY and the responsibility that comes with it.

Framing WMTY as a functional approach {#Sec12}
-------------------------------------

Most participants connected WMTY to goal setting, especially the goal of the older person regaining or maintaining functional independence to be able to cope at home. The introduction of the WMTY questionnaire as a way of approaching and measuring patient- centeredness in the QIC seemed to influence the participants' focus on goal setting as a practical approach for implementing WMTY. Also, the participants understood WMTY as a way of making the patient take more responsibility for their own life and health situation and to become more actively involved in their own care. Hence, the purpose of WMTY in transitional care was to enable older people to cope with everyday life, especially to be able to return home and stay home with as little help as possible after a period of illness. In this way, WMTY seemed closely linked to the goal of increased efficiency, which was prominent in the quality improvement setting. When asked about the purpose of WMTY, one participant answered the following:"*It is to somewhat unlock the resources and self-care in the patients so that they can manage, to say it in a bit of an ugly way, so that it becomes cheaper for health care.*"One important aspect of the functional approach was that certain goals were seen as more important than others. Goals concerning physical function connected to being physically independent and managing at home, such as mobility and dressing, where highly valued and encouraged. Goals that had less to do with physical function, such as spare time activities or more existential needs, were mostly perceived as futile. Furthermore, WMTY was often limited to being a question of where the patient should transition to next: home or to an intermediate institution before coming home. The importance of avoiding nursing home admissions was highly emphasized.

From the functional approach, the role as an "elicitor of suitable functional goals" was derived. Most participants emphasized that the WMTY question was about encouraging the older patient to come up with answers or goals that the HCPs could do something about; they emphasized goals that generated concrete tasks and that made it possible for them to use their practical competence in some way. During an interview, one team leader said that they were not "pleased with" the answers that the patients gave to the WMTY question because it did not give them enough of a base to structure their work from. One participant elaborated by stating the following:"*Many are quick to answer, also when they need home care, what matters to you? Ok, I can answer my son matters to me, my wife matters to me, walking in the mountains matters to me, but our task is not your son, your wife, or the mountains, but what matters? So even here, you have to try to sort things out a bit.*"Thus, contextualizing WMTY into a functional approach also reflected an orientation toward tasks. The goals of the patient were accepted only in so far they were relevant to how the HCPs worked and deemed realistic to achieve within their available resources. The participants were also concerned with whether the goals would be realistic or unrealistic in terms of what the older person could manage at home. WMTY could turn into a process of "digging for" goals that would fit these criteria. This implied leading the patient toward certain suitable ways of answering WMTY. What emerged as a kind of ideal situation was when WMTY could be useful both for the HCP and for the patient. This appeared to be understood as a negotiation process, where the goals of the patient and those of the HCP would ultimately coincide, illustrated by this quote:"*Well, it is like this, if one thinks about the issue of independence, which we focus a lot on: "Ok, you should be able to walk the stairs, for example, on your own so that you can manage going to the store by yourself." But for the user, what mattered the most was managing to walk to the community social club, and then you see that, in a way, for him to be able to go to the social club, he might also have to be able to walk the stairs, so then the wishes, the goals kind of coincide.*"The older patients' ability to reflect on and verbally express goals in a coherent way was a central challenge and dilemma. The older patients and their caregivers had to be willing and able to talk about managing at home in the stressful context of transitional care, and this emerged as an important challenge.

Many participants emphasized that asking WMTY in this way was about contributing to the efficiency of services and decreasing the need for services, thus prioritizing basic functional needs. There seemed to be a collectively shared perception of the need for streamlining and cost saving to meet future challenges in care for older people, and this was also an important message at the learning sessions in the QIC. One participant reasoned the following:"*Ok, should we prioritize buying new winter shoes when there is 20 degrees minus outside or should we buy a ball gown? Ok, if you cannot afford both, then you have to prioritize, and then, you have to do it on what matters and that which we agree upon in health care and the political environment and hopefully among the users, that we have kind of a mutual understanding of it. And then, I think, what has to do with function and covering basic needs that is very pertinent for most people, I think so.*"

Framing WMTY as a relational approach {#Sec13}
-------------------------------------

In addition to the functional approach, which was more apparent, a relational approach was established from the analysis. Most participants also perceived that WMTY was about more than functional goals and managing at home. A participant put it as the following:"*It shouldn't just be about, I think, wishing to be able to walk or be able to walk independently and go home, but it should maybe also incorporate existential issues. And I feel kind of in a way that this is something we carry with us from before, but now, it is being opened to encompassing even a bit more.*"The relational approach involved getting to know the patient, being open for conversation, and establishing dialogue. Seeing the whole person and not just the patient was emphasized. Some participants experienced that asking WMTY led to the discovery of new things about the patient, things that they would not otherwise have gotten to know through a traditional assessment. This sometimes involved an element of surprise. The participants tried to see things from the patient's perspective and understood that patients might have different views and preferences than what they had assumed. One participant said that WMTY is different because the answers you get are different. Another participant recalled a situation in which she had asked a patient WMTY:"*But yes, that cancer-patient (\...) she also had something else that mattered to her, and that was to be able to get outside in the sun. And I don't know, in a way, if I would have gotten that information from her if I hadn't asked that question. Then, at the same time, I am thinking, oh lord, how important wouldn't that be for someone who might not have long left to live!*"Thus, there seemed to be an understanding that WMTY was about giving the patient a personal voice. This involved letting go of one's own agenda and being more open to understanding the patients' perspectives. This also involved the understanding that what was important from a medical perspective might not be what mattered to the patient:"*So maybe for me treating the patient it is very important that I treat the patient's heart failure, among other things, by giving him diuretics. However, for the patient, it is bothersome if he needs to go to the toilet and urinate every five minutes ( ... ) or if he needs to get up in the evening or at night to urinate.*"There was a perception that HCPs often take for granted that they know what matters to the patient and that asking WMTY could make them more aware of their preconceptions about the patient. One participant said the following:"*And we would very much like to hear the user's voice and take it into account. And to get to know what matters to the user, we actually have to ask, if not, we are just guessing. And then, it is easy that we guess based on what matters to us instead.*"Furthermore, there was a duality in the relational approach because it seemed to be understood both as a purpose in its own right and a way of motivating the patient so that it might be easier to involve the patient in a plan for how to manage at home after discharge. One participant said:"*It is clear, that question, that we have focused on it, "What matters to you?" I think that it is very nice, because it is about us becoming even more conscious about cooperating with the users, because it might take just a small thing for them to be able to stay at home.*"From the relational approach, the role as "open-minded facilitator of the personal voice" was derived. In this role, the HCP would ask WMTY without leading it toward functional goals, discharge planning, or the home situation. There was no right or wrong answer, and the use of relational skills was highlighted. The HCP should then ideally use this information to improve care in some way; often, this would be about "small things," such as taking a hospitalized patient out for a stroll in the sun. This seemed to open up for identifying with the patient and establishing a different kind of relationship. Furthermore, this approach was understood as a way of preventing unnecessary treatments and assessments, ensuring that what was being done was in line with the patient's wishes.

Many of the participants experienced that older people found it difficult to voice what mattered to them. Spending time with the patient and cooperating with family and informal caregivers was seen as ways of overcoming this challenge.

Although many participants expressed an understanding that WMTY was about more than functional goals, the issues of not having enough resources to engage fully in the relational approach came up. The participants were concerned with not having enough time to sit down, have a conversation about *what matters*, and have the time to listen and respond to the patient's answers:"*In the setting and organization that we have in health care now in Norway, when it comes to somatic illness, I am talking about the somatic hospitals, you do not have the opportunity for all this, in the sense that it becomes one hundred percent incorporated. Because we lack time, because it is maybe a conversation that takes forty-five minutes to complete, so that you get the essence of what matters to the patient.*"To sum up, there seemed to be a tension between the two approaches toward WMTY, which were based on two different understandings of the WMTY question and the responsibility that comes with asking it. The functional approach seemed to imply a limitation of the question as being about goals connected to how to cope and physically function as independently as possible at home and seeing the patient as a patient. Hence, the HCPs responsibility was also limited to these domains of care. The relational approach seemed to imply asking WMTY more openly and being more open to seeing the "whole person," not just their functional goals. This implied assuming responsibility for providing care within the larger context of the person's life. For both approaches, the participants highlighted the influences of contextual constraints.

Discussion {#Sec14}
==========

The main findings of this study are that HCPs working to make transitional care more patient- centered found WMTY challenging in several ways. Asking WMTY in practice was not simply a matter of whether or not HCPs ask the question but of *how* and *when* they ask the question, how they frame it, what answers they expect, and how they believe they can respond to the answers. The participants emphasized that the question was a simplification of an underlying complex process that needed to be framed competently. There was a tension between WMTY as a relational approach, where the question was interpreted more openly, and a functional approach, where the question was directed at certain functional goals related to the older person getting home and staying home.

What matters to the patient or what matters to the professional? {#Sec15}
----------------------------------------------------------------

Our findings reflect a general insecurity regarding the professional competence and responsibilities that a patient-centered approach requires \[[@CR37], [@CR38]\]. Furthermore they point to a tension between the personal goals of the patient, which are related to the smaller and larger things in the patient's' life, and the professionals' goals, which necessarily are more disease-and function-centered. An important cause of the tension between the two approaches might lie in different ways of defining or limiting the HCP\'s responsibility in relation to working within the context of the older patient's life. HCPs are inevitably drawn toward tasks and issues that concern disease and function, as this is where their expertise lies \[[@CR14], [@CR34]\]. If HCPs perceive that their responsibility is limited to improving the physical function and independence of the patient, then the WMTY question might be framed accordingly. However, patient-centered goal setting aims toward including multiple dimensions of the older patient's life \[[@CR14], [@CR24], [@CR25]\], and effective chronic care management seems to necessitate moving care into the context of the person's life project \[[@CR29], [@CR33]\]. In the relational approach, there seemed to be a perception that HCPs are responsible for more than disease and function. The personal dimension was actualized to a larger degree. By asking WMTY with an open attitude, the participants realized that what mattered to the patient was different and could be more important than what mattered to them. By letting go of their own agendas to a larger extent, they could avoid putting time and energy into the things that did not necessarily matter to the patient. Previous research shows that this may reduce the burden on the patient and lead to care that is more effective \[[@CR39], [@CR55], [@CR56]\]. Consistent with goal setting theory \[[@CR28]\] this also seemed to be aimed at motivating the patient. Furthermore, the functional approach sheds light on the necessary and complex challenges of translating the often fuzzy and changeable goals of the patient into professional action. In line with this, Naldemirci et al. \[[@CR25]\] emphasize that a central challenge in PCC is to overcome the distance between the patient's everyday knowledge and a biomedical view of the patient's problems. Our results indicated that when aiming to translate what matters to the patient into professional goals, HCPs risk framing and limiting the WMTY question to the extent that the underlying intent of the question is lost. There seemed to be a fine line between negotiating goals with the patient and persuading the patient to accept professional goals. The uncertainty regarding *the limits* of the HCPs\' new responsibility in relation to asking WMTY was thus an important finding and is in line with previous research \[[@CR45], [@CR57]\]. A central critique of the patient-centered approach is that it represent a blurring of responsibility, not only for professionals, but also in relation to the increased responsibility given to the patients themselves \[[@CR57]\].

Based on the concept of a patient-centered goal process \[[@CR14], [@CR58]\], the new responsibility that comes with asking WMTY is accepting and placing the patient's goals on top of the goal hierarchy as well as to base the translation of these goals on the knowledge of the person behind the patient. Thus, a possible resolution to the tension in the findings is to incorporate the functional approach into the relational approach. Henceforth, there is a need to deliberate and clarify both HCPs' and older patients' responsibilities in relation to working within the frame of the patient's life project and what can be expected of health care for chronically ill older people.

Professional competence- understanding what matters and doing what matters {#Sec16}
--------------------------------------------------------------------------

The participants experienced a lack of competence in relation to asking WMTY. With regards to competence, the relational approach, where the HCP had the role as a facilitator of personal voice aligns with an emphasis on relational competence \[[@CR41]\] as well as the compassion dimension of WMTY. In other words, the emphasis was on *understanding* what matters*.* The functional approach contained elements of task orientation and on *doing*, aligning with an emphasis on action competence \[[@CR41]\] and the goal-setting dimension of WMTY.

A salient issue pertaining to the need for competence to ask WMTY is that older people do not always express their needs and preferences as clear goals that are easily translatable into professional goals and actions \[[@CR14], [@CR25]\]. People often express what matters to them through more subtle forms of communication, *enacting* rather than verbally expressing what matters to them in everyday life \[[@CR25], [@CR59]\]. Consistent with previous research \[[@CR8], [@CR9], [@CR14], [@CR25], [@CR60]\], the participants experienced that it was sometimes challenging for older patients in transition to respond to WMTY. To understand what mattered to the patient a certain amount of time was required. Hence, the participants' focus on appropriate framing and timing of the question may point to the importance of relational competence \[[@CR41]\] when eliciting what matters to older patients. The need for relational competence also seems to align with having a "WMTY conversation" which is promoted by the IHI \[[@CR18], [@CR23]\].

Furthermore, concerning, the functional approach, or *doing* what matters, the participants discussed the risk of understanding the WMTY question too simplistically or superficially. McCormack suggested that when HCPs base their communication on a too simplistic understanding of PCC, they may come to think that it is about *fulfilling* all the needs and preferences of the patient rather than listening, reflecting, and responding in a reflected manner \[[@CR61]\]. The uncertainty and discomfort around the WMTY question may be understood based on this. In line with previous research \[[@CR60]--[@CR62]\], our findings imply that deciding upon what professional actions to take in relation to what matters to the patient is an interactive process characterized by negotiation. Our findings might thus encourage a reflection upon what competences HCPs currently use and what competences they may need to develop further when engaging in this process with older chronically ill people.

What matters to you, or what matters to the system? {#Sec17}
---------------------------------------------------

Working conditions and the larger political agenda for older people seemed to influence the participants' framing of the WMTY question significantly. Hence, HCPs do not only have to overcome the distance between personal and professional goals, but also between what matters to the patient and system level goals. These findings are in line with current conceptualizations of PCC as a complex, multifactorial approach operating at micro, meso and macro levels \[[@CR37], [@CR38]\]. In line with previous research, \[[@CR8], [@CR9]\], the participants in this study feared unrealistic goals and not being able to meet the needs of the older patients within the current contextual constraints of transitional care. They tried to make the WMTY question fit with what they believed they could offer and avoid building "castles in the air". Our findings thus suggest that the influence of conflicting goals and constraints could have led the participants to approach WMTY in a task-oriented manner. These findings align with previous research claiming that constraints at the system level may reinforce a paternalistic and task-oriented care approach \[[@CR8], [@CR25], [@CR45], [@CR63]--[@CR65]\]. This implies that without appropriate changes at the macro- and meso level, there is a risk that WMTY may become just another catchy phrase, reinforcing an already existing practice, thus operating as "the emperor's new clothes."

Strengths and limitations {#Sec18}
-------------------------

A strength of the current article is that it sheds light on how HCPs make sense of the WMTY question in practice, something that should be highly relevant given its widespread use. The trustworthiness of this study is strengthened by the fact that several authors were involved in the analysis allowing for taken for granted assumptions to be uncovered and challenged. Only the first author was immersed in the field and critical discussion with "outsiders" provided a necessary balance of closeness and analytical distance to the material \[[@CR54]\]. Furthermore, the writing of an analytical memo that served as a" decision trail" \[[@CR66]\] as accounted for in the method section, hopefully strengthened the transparency and trustworthiness of the study. Use of quotes in the results section, and the use of theory and previous research to substantiate results in the discussion, should also strengthen the trustworthiness \[[@CR54]\].

A limitation might be that we collected and analyzed data on "talk" about PCC practice; we did not observe practice itself. On the other side, the complementary data collection of interviews and observations of meetings should strengthen the trustworthiness of our findings \[[@CR54]\]. In addition, following the participants over a prolonged period of time and in multiple contexts allowed for nuancing and clarification of findings as an ongoing process \[[@CR54]\]. However, the choice to analyze based on commonalities across settings rather than local variations, inevitably led to some loss of nuances in the results \[[@CR51]\].

With regards to the transferability of results, we strove to gain access to a broad representation of perspectives during data collection \[[@CR54]\]. However, the fact that all the participants were chosen by their superior to participate in the QIC leads us to assume that they might have had certain common traits such as a general positive attitude toward quality improvement and thus practice changes. This might have influenced the results and should be considered when contemplating transferability to other contexts \[[@CR54]\]. Nonetheless, we hope that our results may widen, or nuance, existing repertoires for understanding the implementation of PCC through the WMTY question.

Practice implications {#Sec19}
---------------------

Our analysis implies that there is considerable uncertainty among HCPs regarding asking WMTY and the new roles, responsibilities and competence inherent in a patient-centered approach. HCPs should reflect on and become aware of which approaches and competences they use in relation to the WMTY question. We suggest that trying to incorporate the more familiar functional approach within the relational approach seems to be a way to move forward. A QIC may support HCPs in this effort by focusing more on concrete patient-centered practice models in addition to the WMTY questionnaire. There are a number of practice models within PCC, which can facilitate patient-centered goal setting with older chronically ill people \[[@CR18], [@CR23], [@CR58], [@CR67]\]. All in all this may reduce the insecurities of HCPs and may facilitate a move toward a more patient-centered practice.

In transitional care there needs to be agreement across all settings and professions on setting the patient's goal on top of the prioritization list. We found that powerful contextual factors at macro- and meso level ultimately shaped the use of the WMTY question strongly. Leaders and organizations have to make room for reflection around the conditions HCPs have for asking older chronically ill people *what matters* and what responsibility it implies. Judging by our results, engaging in a QIC could be a fruitful arena for such reflection.

Conclusion {#Sec20}
==========

WMTY is apparently a simple question, but using it in everyday practice is a complex process, which requires professional competence. In transitional care practice, we saw a tension between a relational and a functional approach to WMTY. The discussion suggests a possible resolution of this tension by incorporating the functional approach into the relational approach so that care is given within the frame of the patient's life project. The importance of appropriate contextual conditions is also highlighted.

When seen in terms of a patient-centered goal setting process, our results shed light on HCPs' challenges of eliciting the personal goals of the older patient, accepting those goals for what they are and finally yet importantly transferring the patient's goals into realistic, rational and manageable professional goals. A relevant topic for future research is to look closer into the challenges of the WMTY process for example by observing relevant practice situations with older people.

Supplementary information
=========================
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**Additional file 1.** Thematic interview guide

HCP

:   Health care provider

WMTY

:   "What matters to you?"

PCC

:   Patient- or person-centered care

When used synonymously, the abbreviation PCC is used; when used separately, the appropriate term is used.
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